Background The aim of the present research was to study factors that might determine speed of access to psychiatric care, including the effect of the introduction of a community psychiatric service. Method A Pathways to Care analysis was used to detail new referrals to mental health professionals (MHPs) during two one-month intervals one year apart, before and after the introduction of a community service (n«279). Univariate analysis of possible factors that might affect access was undertaken, including socio-demographic factors, clinical factors and style of service. Significant associations were then investigated using stepwise logistic regression.
Introduction
There has been considerable debate about the shift in the care of psychiatric patients from hospital to community based services. Studies have identified a number of advantages of such services over conventional hospital care, including improved liaison, reduced admission rates, improved social functioning and greater patient satisfaction.
"
3 On the other hand, there are concerns that community mental health teams see more patients with relatively mild disorders and fewer with serious mental illness. 4 -5 Despite improvements in routine data collection for inpatient and traditional out-patient activity, information systems which are responsive to changes in pattern of service delivery have yet to be developed and widely used. Undertaking a Pathways to Care study may provide this information.
Prospective studies of Pathways to Care have already been undertaken for psychiatric services and general practice to describe existing referral patterns. 6 ' 7 These studies have consisted of an audit of all patients referred to the service, their characteristics, diagnosis, first point of contact, and delay in receiving treatment This type of study can provide data on new referrals to a psychiatric service and be used to address a number of questions concerning the referral process.
If data are collected for a calendar month, and the service is the only source of mental health care for a district with a known population, it is possible to make an approximate estimate of the inception rate of psychiatric illness treated by the service. The relative intervals or delays associated with various pathways to care can also be examined. These measures have been used to compare psychiatric services around the world. 8 To our knowledge, this method has not previously been used to document a change in service delivery. In addition, the previous Pathways to Care study that was carried out in this country was undertaken in a community based service that was specifically set up for the purposes of the research. This study demonstrates the use of a Pathways to Care analysis before and after the development of community mental health teams in an ordinary district setting.
The aims of the present project were:
1. To investigate the feasibility of using the Pathways to Care interview in service settings. 2. To determine the numbers, demographic characteristics and presenting symptoms of all new patients referred to mental health services in Preston before and after the development of the community mental health team. 3. To document the health care professional whom patients first contact about their symptoms and their subsequent pathway to specialist care. 4. To determine whether particular demographic or clinical features expedite or delay the receipt of specialist psychiatric care. These might include gender, social position, marital status and the presenting symptoms. 5. To determine the effect of the introduction of a community psychiatric service on the speed of access to specialist psychiatric care.
Method
The method used was based on that of the previous study in South Manchester. 6 Data collection was carried out over a fourweek period in November 1992 and repeated using the same technique in November 1993. Mental health services in Preston are provided by one provider unit, the Guild Trust. The catchment population is approximately 160000 and is predominantly accounted for by the population of Preston, but also includes adjacent districts. All new patients between the ages of 16 and 65 from the catchment area who were seen by mental health professionals (MHPs) during the four-week period were included in the study. A new patient was defined as someone who had not been seen by psychiatric services in Preston within the previous 12 months. Patients seen by general adult psychiatrists, psychologists, community psychiatric nurses (CPNs), social workers and occupational therapists (OTs) in any setting were included. A regular check was made at all points of contact with the service to ensure that all newly referred patients were traced, including those seen in the community, on medical wards and outside normal working hours.
For all patients entering the study the 'Pathways Encounter Form' was completed by the MHP first seen. This is a standardized, structured instrument which has been successfully used in primary and secondary care, and provides systematic information about the sources of care received by patients during an episode of illness. 6 " 8 The profession of each carer was recorded, along with the length of time since the patient was first seen, the source of referral, the main problem presented, and the main treatment offered. The interview takes 5-10 minutes to administer, is readily accepted by patients, has good face and content validity 6 " 8 and is of proven reliability, 7 as demonstrated by studies covering 23 countries where it has been used alone 6 ' 8 or as part of the primary care version of the Composite International Diagnostic Interview. 7 In addition, the ICD 10 diagnosis, made by the research psychiatrist in discussion with the MHP, was recorded along with the total duration of symptoms, and basic demographic data including age, sex, marital status and an overall rating of social class, simplified to above average (I and IT), average (TO) and below average (TV and V).
At the time of the first data collection (November 1992) mental health services in Preston were organized in a traditional way around the district general hospital. Psychiatrists and psychologists accepted new referrals independently from general practitioners (GPs), whereas the occupational therapists and social workers saw patients mainly at the request of other MHPs. Some of the CPNs operated clinics in local health centres, as well as accepting referrals from other MHPs.
Between the first and second year of data collection, the services were reorganized to provide sectorized community mental health teams based in community facilities. Existing staff within the service were redeployed within the teams, but for some professionals this represented a significant change in working practice. All team members (including CPNs, OTs, social workers, psychologists and psychiatrists) accepted new referrals from GPs, which were allocated at team meetings. The emergency and hospital referral system remained unchanged.
Analysis
Routes to specialist psychiatric care taken by individual patients were combined to produce a pathways diagram. The proportion of patients taking each step and average intervals for each stage were mapped on the diagram. Factors that might be associated with speed of access to psychiatric services were analysed using the x 2 test or odds ratios as appropriate. The relative importance of factors identified on univariate analysis as being associated with delays in reaching specialist care was further examined using stepwise logistic regression.
Results

Socio-demographic and clinical characteristics
A total of 286 patients were eligible to be included in the study. Complete data were collected on 279 subjects (98 per cent). Expressed as a proportion of the catchment district (160000), this represents 0.10 per cent of the total population per month. Of these, 142 (51 per cent) were female and 137 (49 per cent) were male; 126 patients were recruited in the first year before the introduction of the community based service, and 153 in the second year when the new service had been introduced. The mean age of the sample was 40.0 (SD= 13.4) with a range of 17-64. Table 1 illustrates the other socio-demographic characteristics of the sample.
The most common presenting symptom (Table 1) was depression (32 per cent), followed by anxiety and other neuroses (22 per cent). Psychotic symptoms (including both 63 (50) 63 (50) 55 (44) 45 (36) 23 (18) 3 (2) 11 (9) 86 (68) 29 (23) 42 (35) 19 (15) 9 (7) 7 (6) 13 (10) 14 (11) 20 (16) 8 (6) 72 (58) 27 (21) 10 (8) 9 (7) Year 2 (Community based service) (n = 153)
35.6(13.1)
79 (52) 74 (48) 68 (44) 59 (39) 22 (14) 4 (3) 18 (12) 94 (61) 41 (27) 46 (30) 41 (27) 8 (5) 11 (7) 16 ( 142 (51) 137 (49) 123 (44) 104 (37) 45 (16) 7 (3) 29 (10) 180 (65) 70 (25) 88 (32) 60 (22) 17 (6) 18 (6.5) 29 (10.5) 30 (11) 35 (13) 17 (5) 180 (66) 46 (16) 17 (6) 18 (7) Significance f-test = 0.42.
'Data on presenting symptoms were missing for two subjects functional and organic symptoms) were present in 6.5 per cent of the sample.
Pathways to care
Approximately two-thirds of the sample had their first contact with a GP, whereas just under a quarter reached psychiatric services via the general hospital (Fig. 1) . Other initial points of contact such as the criminal justice system, community staff and self-referra] were much rarer (Fig. 1 ). Comparing these two routes with all other routes combined, there were no significant differences between 1992 and 1993 in the pathways to care (x 2 = 1.71, p = 0.425). The proportions of patients taking these two routes to care were similar to those described in the South Manchester study.
On reaching psychiatric care, 127 patients (45 per cent) were first seen by a psychiatrist, 79 (28 per cent) by a CPN, and 42 (15 per cent) by a psychologist. As regards the location of first contact, 75 (28 per cent) patients were first seen in the community, 71 (26 per cent) in out-patient settings, 64 (24 per cent) in patients' homes, and 58 (22 per cent) in general hospital settings including the accident and emergency department.
Differences between samples seen in the first and second data collection periods Table 1 shows the differences between the characteristics of the two samples before and after the introduction of the new service. There was an overall 22 per cent increase in the number of patients seen in the second sample compared with the first sample. Socio-demographic characteristics of the two samples were very similar ( Table 1 ). The absolute number of patients presenting with initial symptoms of depression, disturbed behaviour or psychosis was not greatly altered, but there was nearly a two-fold increase in the number of patients with anxious or neurotic symptoms which was statistically significant [odds ratio = 2.0; 95 per cent confidence interval (CI) = 1.1-3.8]. Similarly, although there was no significant difference in the overall pattern of ICD 10 diagnoses (Table 1) , there was a significant increase in the number of patients with depression, anxiety and unspecified neuroses (odds ratio = 1.8; 95 per cent CI= 1.1-2.9) following the introduction of the new service.
In the second year, patients were more likely to be seen in community settings and less likely to be seen in an out-patient setting (Table 2) . They were also more likely to be seen by nonmedical staff in the second year (Table 2 ). This increase was mainly due to the greater number of initial assessments carried out by the multidiscipltnary team, particularly occupational therapists and social workers.
Factors associated with duration of pathway
Median values are presented, as the distribution of values was heavily skewed to the right. The distribution of the interval to care from being first seen by a health professional to reaching specialist psychiatric care ranged from less than one week to 10 years. The median was three weeks, and the mean was unrepresentatively high at 12 weeks.
Possible factors that could be associated with delays in reaching specialist psychiatric care were analysed by dividing the sample into two equal groups about the median (three weeks). Of patient-based factors, younger age, the presence of suicidal ideation, and drug or alcohol use were significantly associated with pathways of under three weeks (Table 3) . Patients with suicidal ideation were seen within three days. Older age, married or widowed status, depression, anxiety or other neuroses, somatic symptoms and behavioural problems were associated with slower pathways (Table 3) . Patients with psychotic symptoms were equally as likely to be seen before or after three weeks (Table 3) . A similar picture was seen in the case of the ICD 10 diagnoses given by the research psychiatrist (Table 3) . Of service-based factors, the 64 patients (23 per cent) who were referred to specialist care via accident and emergency departments or general hospital wards were significantly more likely to reach psychiatric services in less than three weeks. The introduction of the community team was associated with an average lengthening of time to specialist care ( Table 3) .
The effect of factors on psychiatric outcome was further examined using forward stepwise logistic regression. Variables were entered stepwise into a logistic regression model according to the strength of relationship to the duration of pathway to specialist psychiatric care (Table 4) . Presenting symptoms of suicidal ideation emerged as the strongest predictor of reaching specialist psychiatric care within three weeks. Referral via the accident and emergency department or the general ward of a general hospital was also independently associated with a short pathway to specialist care. By contrast, older patients were significantly more likely to have a referral pathway in excess of three weeks. The introduction of a community psychiatric service was also independently associated with a longer referral pathway, this just reaching significance. Other variables such as psychiatric diagnosis were not independently associated with pathway duration and were not included in the model. •Data on presenting symptoms were missing for two subjects. 
Discussion
This study has demonstrated that it is possible to use the Pathways to Care method to monitor changes in service delivery. The instrument proved to be appropriate for use by mental health professionals as part of their initial assessments of new referrals to the service, required minimal resources and was simple to administer. The study required all mental health professionals (MHPs) to complete a form for each new contact for the period of one month. As in South Manchester, the interview took only 5-10 minutes to complete, and data entry a further two minutes, the forms being designed for ease of completion and coding. A single researcher ensured the collection of completed forms from all settings, accurate ICD 10 coding and data entry requiring a total time commitment of approximately four days. The quasi-experimental design of the project means that it was not possible to eliminate all possible confounding factors. The field work was, however, conducted in successive Novembers to control for the time of year as one confounding variable. In addition, there were no significant differences in the socio-demographic profile of the two samples recruited before and after the introduction of the community based service. As in most services, data on new referrals to all MHPs are not routinely collected and it is not possible to compare the increase in referral rate in the second year with chance variations. Standardized information systems, used by all MHPs, are needed to address this shortcoming.
The results of this study provide a useful comparison with data from South Manchester which were collected in a similar way. 6 The proportion of the local population seen in the two services over a one-month period was remarkably similar, as were the demographic features and diagnostic groups of the two samples. One difference between the two studies was the much greater proportion of patients seen initially by CPNs in Preston. This reflects differences in the way the two services were organized at the time of the study.
The majority of patients contacted their GP first in the care pathway, although those with psychiatric problems requiring intervention at an early stage could also gain access to services directly or through general hospital services. The present study has emphasized the importance of the role of accident and emergency departments and general hospital wards in securing quick access for patients to psychiatric services. These routes should remain accessible, particularly for vulnerable patients requiring rapid assessment and intervention, such as those with psychotic symptoms or suicidal ideation. The equivalence of gender among patients reaching specialist services raises the issue of whether there is unmet need among the female population, in whom the prevalence and incidence of psychiatric morbidity as reported in community surveys and studies of GP attenders is higher.
9 " 1 ' The finding in the present study is consistent with previously reported findings that although psychiatric morbidity is higher among women in community surveys or attending GP surgeries, men are more likely to be referred for specialist psychiatric care.''
The median time between first seeking care and being seen by a MHP was three weeks. There appeared to be no inequity, based on social position or marital status, of speed of access to specialist psychiatric care. Older patients appeared to have significantly longer pathways to care. It is unlikely that this finding could be accounted for by differences in diagnosis among those who were older, as the association remained on multivariate analysis. Previous work has suggested that older patients are less likely to be given a psychiatric diagnosis by GPs, to be referred for psychiatric consultation, and to be accepted into treatment. l0 The rapid access to specialist care for patients with suicidal ideation was very encouraging. On the other hand, patients with psychotic symptoms were as likely as not to have to wait more than three weeks to reach specialist services.
A clear aim of the development of the community mental health teams in Preston was to provide a multidisciplinary service as close as possible to patients' own homes. This appears to have been achieved, with an increase in assessment in community settings. However, the introduction of community teams appears to have led to an increase in referral rates for patients with non-psychotic disorders. This change in referral pattern was associated with an increase in the time taken to reach specialist psychiatric services, which is unsurprising as no additional staff were employed. This is in keeping with the findings of other researchers that community nurses or teams can easily become overwhelmed with an increase in referrals of more minor psychiatric morbidity.
1>4 '
12
A service of this kind appears to be greatly valued by GPs, but recent evidence suggests that the outcome for the additional patients referred would be similar if the patients were seen only by their GPs. 13 The debate about whether CPNs and other nonmedical members of community teams should be primarily concerned with those with severe mental illness under the care of the psychiatrist or with direct referrals of less severely ill patients from GPs remains central. 14 The situation is further complicated by the increasing role of fundholding practices, many of which see access to counselling services as a high priority and may be willing to purchase such services separately. 15 The data represent an important stage of the audit cycle, and suggest a method whereby purchasers can monitor the effect of service changes in terms of access to specialist psychiatric care. In the absence of adequate information systems to collect clinical information about patients seen by all mental health professionals, the Pathways to Care Analysis has been shown to be a useful method of collecting data about the impact of changes in service delivery. The findings will be incorporated into standards to be agreed between purchasers and the community health team whereby change can be implemented and monitored. This will be formally incorporated into a contract for clinical audit.
Two particular issues raised by this research need to be addressed: (1) the longer time before access to specialist care in older age groups, and (2) the need to ensure that the increase in number of patients referred to the service for symptoms of neuroses does not deflect from the needs of patients with psychotic disorders. In the case of the former, this may reflect differing rates of recognition of psychiatric disorder by GPs, or differing referral behaviour when considering older age groups. In the case of the latter, we are now examining ways in which the seriously mentally ill can be given greater priority within the teams, and are gathering additional data on existing case-loads.
